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Abstract: The clinical records of Chinese, Filipino, Vietnamese,
Laotian, and Mien patients in primary care were reviewed to
determine the prevalence of somatization, its associated patient
characteristics, and the manifested illness behavior. Patients in this
study were generally poor, unemployed, and spoke little English.
Somatization accounted for 35 per cent of illness visits. These visits
were also more costly. Refugees had a higher rate of somatization
(42.7 per cent) than immigrants (27.1 per cent). Although socio-

Introduction
Somatization is characterized by the expression of

personal and social distress in an idiom of bodily complaints
and medical help-seeking.'"9 Patients with somatization may
have no detectable organic pathology or may amplify existing
physiologic changes. It has been estimated that 30 to 80 per
cent of patient visits to primary care clinics have psychoso-
matic origins.'0'6 Patients with somatization are high users
of health care services and represent a major burden for the
health care system; they account for 50 per cent of ambula-
tory care costs in the United States.3 "7

From a clinical perspective, somatization poses a special
challenge to physicians because of the uncertainty in its
diagnosis. Even after time-consuming and elaborate investi-
gations, physicians are reluctant to diagnose somatization for
fear of "missing something organic" or mislabeling the
patient as a "hypochondriac". Because of some physicians'
emphasis on the biomedical model, psychosocial problems
are often overlooked; anxiety and depression, common
psychiatric disorders associated with somatization, are fre-
quently underdiagnosed.182' Since, when patients with de-
pression are treated effectively, both their somatic com-
plaints and their subsequent utilization ofhealth care services
diminish,1322'23 an integrated biopsychosocial approach is
indicated.

The occurrence of somatization varies across sociocul-
tural groups and seems to be influenced by environmental
stressors.425 Barsky, summarizing a large literature, ob-
served that somatization is more common among those who
are less educated, of lower socioeconomic status, of rural
background, and among ethnic groups that discourage the
direct expression of emotional distress.4

Culture shapes the perception and expression of dis-
tress.26--28 Variations in the expression of physical symptoms
have been observed in many cultures.2>34 Kleinman,35
among others, found that Chinese patients expressed depres-
sion and other psychological problems predominantly
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demographic characteristics did not strongly differentiate patients
with somatization from others, ethnicity and indicators of decreased
resources such as large households with low income, households
headed by single women, or a limited English proficiency were
associated with somatization in certain ethnic groups. Somatization
is thus an important health problem among Asian refugees and
immigrants. (Am J Public Health 1985; 75:1080-1084.)

through a somatic idiom. This propensity to use a somatic
idiom (e.g., "I have a headache", instead of "I am sad") to
cope with distress can be understood in view of the severe
stigma attached to mental illness in Chinese and many Asian
cultures.36 In these traditional societies, somatization of
psychological problems may be an adaptive coping mecha-
nism as it mobilizes social support from the family and the
community and provides relief from routine responsibilities.

Other investigations have confirmed the common clini-
cal observation that people in transition, whether cultural or
geographical, are at greater risk for somatization.374 Asian
refugees and immigrants may be especially predisposed to
somatization.25'41~3 They have experienced the catastrophic
consequences of war and were forced to uproot and migrate
to a culture very unfamiliar to them. Many have had little
formal education and have meager socioeconomic resources;
their acculturation may have involved high stress mediated
by low support. Their traditional cultures discourage the
direct expression of emnotional distress.

The purposes of this study were to: estimate the prev-
alence of somatization in this high risk population, describe
the health care utilization pattern of Asian refugees and
immigrants, explore the social and demographic character-
istics of somatizers, and examine ethnic variations in symp-
tom expression.

Methods

Setting and Subjects
This study was conducted at the International District

Community Health Center (IDCHC), a full-service, multi-
lingual ambulatory care clinic serving the Asian and Pacific
Islander populations in Seattle, Washington. At the time of
the study, approximately 3,000 patients were cared for at the
IDCHC, and they made about 15,000 visits per year. The
clinic population represented 12 ethnicities, with four groups
(Chinese, Filipinos, Vietnamese, and Laotian) making 85 per
cent of the clinic visits. The majority of patients were poor
and spoke very limited English.

All Vietnamese, Chinese, Laotian, and Filipino patients
15 years of age or older making an illness visit to the IDCHC
in March and April 1983, were eligible for inclusion in the
study. A distinction was made between Chinese refugees and
immigrants. Approximately one-half of the Chinese patients
had been born and raised in Vietnam and consequently had
lived through the traumatic experiences of forced migration
as refugees. In contrast, a second group of Chinese patients
had lived in Taiwan, Hong Kong, or China and chose to
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emigrate to the United States. Among Laotians, a distinction
was made between Mien and lowland Laotians.
Procedures and Definitions

Study data were abstracted from the medical records,
and encounter forms were completed at each visit by the
attending clinician. Sixty per cent of the study encounter
forms were selected randomly and reviewed to ensure proper
case selection. Additionally, the patient characteristics for 20
per cent of visits were coded twice in order to assess coding
reliability prior to computer entry.

Diagnoses recorded on the encounter forms were coded
according to the International Classification of Diseases (9th
revision)." Illnesses were categorized as physical disorders
(e.g., diabetes and hypertension), mental disorders (e.g.,
anxiety and depression), and vague symptoms and signs
(absence of a detectable pathology-dizziness, abdominal
pain). The patients' chief complaints as recorded by the
clinicians were coded according to the "Reason for Visit
Classifization"45 and categorized as physical or psychologi-
cal. Patients who presented with physical complaints and
who had detectable physical pathology were assigned to the
physical disorder category; those with psychological com-
plains and who had psychiatric diagnoses were assigned to
the mental disorder category; the remaining patients were
categorized as having somatization.

Somatization was operationally defined by focusing on
the physical complaints made by patients in whom there was
either a psychiatric disorder or an absence of a clear-cut
physical etiology. Throughout the study we will refer to this
operational definition of somatization as "vague somatic
symptoms" (VSS), e.g., abdominal pain, chest pain, dizzi-
ness, flatulence, headache, fatigue, shortness of breath, low
back pain, appetite problems, sleep problems, and other
vague somatic symptoms in the absence ofclear-cut etiology.
A patient with somatization may have had excessive symp-
tomatic complaints magnifying an existing disorder, no de-
tectable pathology, or an underlying mental disorder. It was
neither appropriate nor feasible to conduct the most exhaus-
tive diagnostic procedures for each presenting symptom,
thus, we relied on the physician's clinical impression based
on the accepted standard of care at the primary care clinic.
All physicians attended training sessions where many exam-
ples were given and worked through to help achieve unifor-
mity in the diagnostic categories.

Because some patients who presented with vague so-
matic symptoms also had a mental disorder, a distinction was
made between those who had no detectable pathology and
those with underlying mental disorders. A few patients who
had physical disorders also presented with an apparently
unrelated VSS, such as a patient who had hypertension and
a complaint of decreased appetite with no discernible pathol-
ogy for the latter. These patients are characteristic of
somatizers in ambulatory care who often have accompanying
chronic disorders.

Socio-demographic characteristics of patients were ab-
stracted from the medical records. Measures of health care
utilization consisted of the frequency of visits during the
study period and the cost of each visit. Cost of each visit was
based on the Medicaid fee schedule and computed according
to the duration of each visit as well as diagnostic tests and
treatments performed (see footnote to Table 1).
Analysis

Data analysis included descriptive summaries of study
variables (percentages, means, standard deviations) and

TABLE 1-Cost of Visi

Physical Mental
Somatization Disorder Disorder

Total charge per visit* (mean) $28.7 $22.9 $22.5
(standard deviation) (18.2) (11.2) (7.5)

*The total charge for each visit was abstracted from the encounter form. It was
computed by the billing clerk based on the duration of visit and the cost for the laboratory
tests and procedures ordered. There were 5 potential levels of services: minimal (0-5
minutes) = $8, brief (5-15 minutes) = $14, limited (15-30 minutes) = $16.50, intermediate
(30-45 minutes) = $20, extended (45-60 minutes) = $28. The laboratory and procedure
charges were also based on the Medicaid fee schedule.

statistical comparisons between groups, were made using
bivariate and multivariate analyses.' The patient's first visit
during the study period was selected for the patient-based
analysis. Data on all subsequent visits were collected to
examine health services utilization.

Results
Social and Demogaphic Characteristics, Health Care Utilization

During the two-month study period, 901 clinic visits
were made by 526 patients, an average of 1.7 clinic visits per
patient. Because illness visits tend to be episodic, one would
not expect this high rate of utilization to be mantained
throughout the year. The average number of patient visits for
the entire clinic is 5.3 visits per patient per year.

While patients with somatization (VSS) made slightly
more visits (1.69) than patients with physical disorders (1.66)
in the two-month period, patients with mental disorders had
the highest utilization rate (2.5). The average cost of a visit
(Table 1) was higher for patients with somatization ($28.7)
than for patients with physical disorders ($22.9), or mental
disorders ($22.5).

Frequency of clinic visits and patient characteristics is
summarized for each ethnic group in Table 2. Patient char-
acteristics associated with a higher clinic utilization rate
included refugee status and age; Mien and lowland Laotians
had a higher frequency of visits than the other refugee ethnic
groups.

The patient characteristics of the immigrant populations
(Chinese and Filipinos) were very different from the refugee
populations (Chinese, Vietnamese, lowland Laotians, and
Mien). Except for Filipinos, most patients were limited in
English and required translators. Immigrants had resided in
the United States for a longer period of time than the
refugees. While the refugees were more frequently on public
assistance, all groups had high levels of unemployment and
low monthly household incomes. The sociodemographic
characteristics of patients in the study were similar to those
for the overall clinic.
Symptom Expression

Patients' reasons for visit to the clinic were overwhelm-
ingly due to physical complaints or for the follow-up of
physical disorders. Only 2.7 per cent of the reasons for visit
were due to affective complaints or for the follow-up of
mental disorders. Ill-defined somatic symptoms such as
headache (7.5 per cent) abdominal pain (6.6 per cent), low
back pain (5.8 per cent), dizziness (2.6 per cent), and
insomnia (2.6 per cent) constituted 25 per cent of all reasons
for visit.

Refugee patients were more likely than immigrant pa-
tients to have somatic complaints, but once refugee status
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TABLE 2-Sample Characteristics

Immigrants Refugees

Variables Chinese Filipino Chinese Vietnamese Lowland Laotian Mien Overall

Number of Patients (%) 77 (16) 187 (32) 61 (12) 140 (28) 45 (9) 16 (3) 526 (100)
Mean Number of
Visits/2 mos 1.48 1.66 1.58 1.69 2.08 2.76 1.7
[standard deviation] [0.81] [0.87] [1.1] [0.89] [1.3] [1.4] [1.0]
Age (mean years) 64.2 63.2 41.3 39.1 40.1 48.0 55.4
[standard deviation] [20.1] [16.3] [14.9] [15.9] [14.6] [13.5] [24.1]
Sex
Women (%) 61 69 69 57 61 52 56.2
Men (%) 39 31 31 43 39 47 43.8

Marital Status
Married (%) 57 50 54 60 81 60 57
Never Married (%) 19 26 28 29 10 0 25
Divorced (%) 21 19 18 7 2 40 15
Widowed(%) 3 5 1 4 7 0 3

Household Size
(number of persons) 2.3 2.0 3.2 3.5 4.8 3.5 3.1
[standard deviation] [1.3] [1.5] [2.8] [2.3] [2.4] [2.1] [2.3]

Immigration Status Immigrant Immigrant Refugee Refugee Refugee Refugee 49% refugee
Years of Residence
in US (X) 16 20 3 3 4 3 11.2
[standard deviation] [22] [251 [1.3] [2.2] [11.1] [0.06] [18.0]
Per Cent Who Need

Translators 75 16 84 82 92 88 70
Per Cent Unemployed 81 85 76 89 90 88 85
Per Cent Enrolled in School 2.5 1 5 10 6 0 4.4
Per Cent on Public

Assistance 7.6 10 31 64 60 77 44
Household Income per month 538 546 530 553 598 515 555
[standard deviation] [411] [366] [328] [335] [452] [146] [352]

TABLE 3-Diagnostic Profiles of the Various Ethnic Groups

Immigrants Refugees

Diagnostic Categories of Patients Chinese Filipino Subtotal Chinese Vietnamese Laotian Mien Subtotal Overall

Per Cent Somatization:
(Number) (29) 37.7 (43) 23.0 (72) 27.1 (21) 34.4 (54) 38.6 (23) 51.1 (12) 75.0 (109) 42.4 (182) 34.6
Somatic Symptoms in the
Absence of Organic Etiology

(Number) (23) (40) (63) (17) (48) (21) (8) (94) (157)
Mental Disorders
(Number) (6) (3) (9) (4) (6) (2) (4) (16) (25)
Per Cent Disorders
(Number) (46) 59.7 (138) 76.4 (190) 70.6 (37) 60.7 (80) 57.1 (22) 48.9 (4) 25.0 (140) 54.5 (327) 62.2
Per Cent Mental disorders with

Psychological Complaints
(Number) (0) - (0) - (1) 0.3 (2) 3.3 (2) 1.4 (0) - (0) - (4) 1.6 (4) 0.8
Per Cent Missing
(Number) (2) 2.6 (6) 3.2 (5) 1.9 (1) 1.6 (4) 2.9 (0)- (0)- (4) 1.6 (13) 2.5
Total
(Number) (77) 100 (187) 100 (269) 100 (61) 100 (140) 100 (45) 100 (16) 100 (257) 100 (526) 100

was taken into account, there was no difference in the
distribution of somatic complaints across ethnic groups.

Somatization
Physicians diagnosed somatization-"'vague somatic

symptoms" (VSS)-in 34.6 per cent of patients. The diag-
nostic profiles of refugees differed markedly from imnmi-
grants. Refugees were more likely to have the diagnosis of
somatization and less likely to have the diagnoses ofphysical
disorders (Table 3).

Aside from a higher proportion of refugees, the charac-
teristics of patients with somatization were similar to those
for the overall group. Both multivariate and bivariate anal-

yses showed that there was no consistent set of sociodemo-
graphic characteristics associated with somatization across
ethnic groups. In most of the ethnic groups, the relationship
between somatization and the duration of residence in the
United States and the patient's employment status could not
be determined because of the lack of variance in these
characteristics within an ethnic group.

Patients with somatization were more likely than pa-
tients with physical disorders to have the following sociode-
mographic characteristics: the presence of a female head of
household (Chinese immigrants and Filipinos), large house-
hold size (Chinese refugees), and lack of enrollment in school
(Laotians). Overall the variance accounted for in these
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TABLE 4-Step-Wise Multiple Regression of Patient Characteristics of Somatization

Comparison of Patient Characteristics of Somatization versus Characterstics of Somatizing Patients with No Detectable
Physical Disorders Etiology versus Somatizing Patients with Mental Disorders

Variable +/- Association with Somatic Sx R2 Change/Overall R2, % +/- Association with Somatic Sx R2 Change/Overall R2, %

LEVEL 1
Age (-) 0.8 (+) 1.8
Sex (O) (O) (o) (0)

LEVEL 2
Refugee (+) 2.4
Female Head of Household (+) 1.2
Enrolled in School (-) 0.6
Household Size (+) 3.0
Spouse Employment (+) 1.6

LEVEL 3
Mien (+) 1.6 (-) 1.6
Filipino (-) 1.1
Chinese Immigrant (-) 1.6

Total R2 Change 7.8 9.7

analyses ranged from 4.9 per cent to 13.4 per cent across
ethnic groups. Among Filipino and Vietnamese patients with
somatization, sociodemographic characteristics distin-
guished patients with mental disorders from other patients
with somatization. For the Filipinos, a lack of proficiency in
English and not being enrolled in school were associated with
vague somatic symptoms in the absence of a detectable
etiology. For the Vietnamese, older age, being single, a large
household size, and a lack of proficiency in English were
associated with vague somatic symptoms in the absence of a
detectable etiology.

In view of the diversity of sociodemographic character-
istics in these ethnic groups, a step-wise multiple regression
analysis was also performed on the entire sample in order to
determine the role of ethnicity. We found that ethnicity was
independently associated with the occurrence of somatiza-
tion. A Mien patient was more likely to have somatization
than physical disorders while the converse was found for the
Filipinos. A patient is more likely to have somatization than
a physical disorder if he or she is younger, a refugee, comes
from a female head of household, or is not enrolled in school.
A patient is more likely to have vague somatic symptoms with
no detectable pathology than mental disorders with somatiza-
tion if he or she is older or from a larger household (Table 4).
The variances explained by these sociodemographic charac-
teristics are modest.
Discussion

Studies of somatization must depend on the clinical
interpretation that a patient's physical complaint is an expres-
sion of psychosocial distress. The uncertainty surrounding
this diagnosis and the biases of individual physicians are
potential limitations. The operational definition of somatiza-
tion adopted by this study (somatic symptoms for which a
clinical investigation at a primary care clinic revealed no
detectable organic etiology or somatic presentation for an
underlying psychiatric disorder) may overestimate the oc-
currence of somatization by including a number of patients
who may eventually have detectable pathology, or may
underestimate the occurrence of somatization by excluding
those patients who amplify existing organic lesions.

These difficulties aside, the estimated prevalence of
somatization (34.6 per cent of illness visits were diagnosed to
have somatization) in our study illustrates that somatization
is one of the most important clinical problems in Asian

refugees and immigrants. Moreover, the clinic visits of
somatizers are more costly because they require additional
laboratory investigation and physican time. Characteristics
found to be related to somatization were indicators of further
diminished resources, such as single-woman head-of-hou-
seholds, lack of proficiency in English, or a large household
size with low income.

Refugee status, however, was an important factor which
differentiated patients with somatization from patients with
physical disorders. In addition, refugees were more likely
than immigrants to seek health care services more frequently.
Severe losses-personal, social, financial, and profession-
al-were the norm of their experiences. Seeking care at a
primary care clinic and expressing their distress through a
physical idiom may also be the coping mechanism to deal
with their plight. Recent refugees, moreover, may be more
culturally traditional and thereby less likely to use psycho-
logical idioms to express their social and personal problems.

Ethnicity was a significant factor in differentiating pa-
tients with somatization from patients with other disorders.
Although further ethnographic studies are needed to under-
stand the underlying cultural differences among these groups,
enough is already known to indicate that Southeast Asians
are not culturally and socially homogenous.

In view of the overall low level of resources and the
difficulties surrounding migration, somatization in these pa-
tients may also reflect a poor underlying psychological health
status. An independent investigation25 with a subgroup (N =
94) of this clinic's population indicated a high prevalence of
depression among Vietnamese refugees (about 50 per cent).
The overwhelming majority ofpatients (95 per cent) identified
as depressed by the Vietnamese Depression Scale47 present-
ed with somatic complaints. Furthermore, only 43 per cent of
these patients were recognized by the attending physician as
depressed. Aside from the clinical significance of these
findings, the high level ofundiagnosed depression (a treatable
disorder) is important from the perspective of health care
costs because patients with unrecognized depression made
more visits to the clinic than those who were not depressed.

Supportive social and health policies in conjunction with
an integrated clinical approach are necessary in order to
address the wide array of physical and psychological prob-
lems as well as the cultural communication barriers present
in these refugees and immigrants. Socioeconomic resources
of our subjects are still meager, and the health care needs of
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this population are high even five years after their migration.
Recent legislative decisions, which have either cut back or
shortened the educational and social programs that were
designed to assist these refugees and immigrants, have been
devastating for many, since manifestations of decreased
economic resources and the lack ofenrollment in school were
the characteristics identified by this study to be associated
with somatization and increased health care costs.
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